
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

HEALTH CARE FINANCING ADMINISTRATION OMB NO. 0938- 0193

AL STATE
TRANSMITTAL AND NOTICE OF APPROVAL OF i. TRANSMITIALNUMBER:

STATE PLAN MATERIAL
3- 030 7montana

THE

FOR: HEALTH CARE FINANCING ADMINISTRATION
PROGRAM-IDENTIFICATION. TITLE XIX OF

SOCIAL SECURITY ACT( MEDICAID)

TO: REGIONAL ADMINISTRATOR 4. PROPOSED EFFECTIVE DATE

HEALTH CARE FINANCING ADMINISTRATION 07101;'2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES

5. TYPE OF PLAN MATERIAL( Check One):

NEW STATE PLAN AMENDMENT TO BE CONSIDERED AS NEW PLAN AMENDMENT

COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT qqr Transmittal for each amendmen!),
Tt-D-E-R--A--L--ST-AT-U--TE-/RE-G-U-L-AT-1-0--,N----Cl-T-A--T-I--O-,-N:      7. FhbkRAL BUDGET ACT:

1902(a)( 30)( A)  a. FFY 13   $ 555, 151

b. FFY 14  $ 2, 240,205

1 c. FFY 15   $ 1, 724,258

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT:     9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION

OR ATTACHMENT( IfApplicable):
4. 19B Methods& Standards for Establishing Payment Rates, Service 4. 19B Methods& Standards for Establishing Payment Rates,
19D. Targeted Case Management Services for Youth with Serious Service 19D. Targeted Case Management Services for Youth with

Emotional Disturbance( SED), Page I Serious Emotional Disturbance( SED), Pages 1- 3

10. SUBJECT OF AMENDMENT:

The Targeted Case Management for SED amendment increases the rate by the amount appropriated by the 2013 Legislative Session and
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